Lower physical activity is cross-sectionally associated with greater fatigability; whether such a relationship holds for longitudinal changes in fatigability is under-studied. We examined this question in offspring (≥60 years, range 60-93y, 99.7% white; 53.2% female) enrolled in the Long Life Family Study, a two-generation cohort enriched for exceptional longevity and their spousal controls. At Visit 2 (2014-2017), we measured self-reported physical activity (PA) with the Framingham Physical Activity Index (dichotomized by median value: less active <37 MET-hrs/wk and more active ≥37 MET-hrs/ wk). Perceived physical fatigability was assessed using the Pittsburgh Fatigability Scale (PFS, 0-50) at Visit 2 and repeated during a follow-up contact 2.7±0.92 years later. We constructed a repeated-measures linear mixed-effect model to examine the effect of PA on longitudinal change in PFS by median age (younger <70y; older ≥70y) adjusted for family structure, field center, follow-up time, sex, and self-rated health. We found a strong dose-response relationship of PFS scores across the four age/PA groups (ptrend<0.001). Specifically, older/less active (N=310) participants had the highest annual PFS increases of 0.37 points/yr (p<0.001) while those older/more active (N=340) had annual increases of 0.17 points/yr (p=0.03). Younger/less active (N=371) participants had annual PFS increases of 0.09 points/yr (p=0.008); those younger/more active (N=341) had annual decreases (improvement) of 0.18 points/ yr (p<0.001). Although annual PFS changes were modest, our findings indicate physical activity attenuated age differences in these trajectories. Physical activity is emerging as a potential target for intervention aimed at reducing fatigability -an important risk factor in the disability pathway. Dementia, a prevalent ageing disease, affects both the higher brain function and motor function, particularly finger movements (Chan, Haber, Drew, & Park, 2014). Task-based finger-tapping speed on a touchscreen device has been used as an assessment criterion to identify patients with deteriorating cognitive abilities (Gualtieri & Johnson, 2005; Cipriani, Bianchetti, & Trabucchi, 2006). As part of a larger project, we designed a computerized cognition intervention program and examined whether the intervention program would improve the finger-tapping speed of the dementia vis-à-vis the cognitively-healthy elderly. Ten mild-tomoderate dementia elderly (aged 83± 5.6) and 8 cognitively healthy elderly (aged 78±6.1) participated in a computerized intervention program where they played cognitive games on touch-screen tablet for about 30-45 minutes per session over two weeks. Participants' touch interaction data over six sessions were collected and analyzed. Using a linear mixedeffect model for analysis, we found that in the 1st session, the touch performance of the dementia elderly was significantly worse than that of the cognitively-healthy elderly (b=-0.172, Z=-2.311, p<.05). By the 6th session, the dementia elderly had significantly improved their touch performance (b=-0.171, Z= -8.042, p<.001) such that their touch performance was now comparable to the cognitively-healthy elderly (b=-0.064, Z=-0.874, p=.393). Overall, our preliminary results suggested that after participating in 6 sessions of our computerized cognitive intervention program, the dementia elderly showed significant improvement in their fine motor movement as measured by their finger-tapping speed. The improved finger-tapping speed serves as a first step toward slowing down the cognitive decline of the dementia elderly. Lack of preparation for the end of life (EOL) can lead to poor outcomes for caregivers. The purpose of this study was to learn if perceived quality of EOL care and communication provided by the primary clinician prior to hospice referral is associated with caregivers' perceived preparedness to deal with medical emergencies/complications at the EOL. We conducted a survey of caregivers of patients who died and were referred to hospice in the prior year. Perceived quality, was measured by the Quality of End of Life Care (QEOLC) scale, and "preparedness" was a binary measure asking if caregivers felt unprepared to deal with medical emergencies and/ or complications related to the care of the patient at the EOL. We performed a bivariate analysis using a two-sample t-test to determine if QEOLC scores were greater among those indicating they were prepared compared to those indicating they were not prepared. We received a response rate of over 22.8% (49/215). Mean EOL scale scores were 82.0 (SD=3.8) for those reporting that they did not feel unprepared for medical emergencies/compilations that arose near the EOL, and 68.2 (SD=7.3) for those who reported that they did feel unprepared. Results show that the mean difference approached significance (t=1.85; p=0.07). Although results only approached significance, EOL care from clinicians involved prior to hospice enrollment may be perceived as higher quality among those who felt prepared to handle emergencies/complications. This finding suggests that caregivers highly value early EOL education and communication aiding in preparation for emergencies/complications arising after hospice referral.
IMPROVEMENT IN FINE MOTOR CONTROL IN
Dementia, a prevalent ageing disease, affects both the higher brain function and motor function, particularly finger movements (Chan, Haber, Drew, & Park, 2014) . Task-based finger-tapping speed on a touchscreen device has been used as an assessment criterion to identify patients with deteriorating cognitive abilities (Gualtieri & Johnson, 2005; Cipriani, Bianchetti, & Trabucchi, 2006) . As part of a larger project, we designed a computerized cognition intervention program and examined whether the intervention program would improve the finger-tapping speed of the dementia vis-à-vis the cognitively-healthy elderly. Ten mild-tomoderate dementia elderly (aged 83± 5.6) and 8 cognitively healthy elderly (aged 78±6.1) participated in a computerized intervention program where they played cognitive games on touch-screen tablet for about 30-45 minutes per session over two weeks. Participants' touch interaction data over six sessions were collected and analyzed. Using a linear mixedeffect model for analysis, we found that in the 1st session, the touch performance of the dementia elderly was significantly worse than that of the cognitively-healthy elderly (b=-0.172, Z=-2.311, p<.05). By the 6th session, the dementia elderly had significantly improved their touch performance (b=-0.171, Z= -8.042, p<.001) such that their touch performance was now comparable to the cognitively-healthy elderly (b=-0.064, Z=-0.874, p=.393). Overall, our preliminary results suggested that after participating in 6 sessions of our computerized cognitive intervention program, the dementia elderly showed significant improvement in their fine motor movement as measured by their finger-tapping speed. The improved finger-tapping speed serves as a first step toward slowing down the cognitive decline of the dementia elderly.
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